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COMMENTARY Background
Genital Chlamydia trachomatis is the commonest bacterial sexually transmitted infection in the UK, with the number of cases diagnosed in genitourinary medicine (GUM) clinics having increased continuously since the early 1990s to over 89 000 in 2003, an 8% increase on the previous year. The prevalence in the UK has been reported between 2% and 29%, depending on the testing site, population being tested and type of test. As expected, the highest rates of diagnoses are reported from GUM clinics and are among 16-19-year-old females (1334/1001000] and 20-24-year-old males (961/1001000). [1] [2] [3] [4] It is estimated that approximately 70% of infections in women and 50% of infections in men are asymptomatic and therefore a large proportion of cases remain undiagnosed. Although easily treatable with oral antibiotics, most people remain untreated as they are unaware of their infection. Between 10% and 40% of untreated cases of chlamydia may develop pelvic inflammatory disease (PID) with the risk of long-term sequelae, namely ectopic pregnancy and infertility, being dependent on the number of PID episodes. Approximately 20% of infertility cases and 43% of ectopic pregnancies are said to be caused by chlamydia. 5 Recent studies suggest chlamydial infections in men may impair a couple's ability to conceive, independent of the presence of tubal damage in the female partner. 6 Research has postulated that chronic chlamydial infection may be a risk factor associated with reproductive tract cancers. 7, 8 
Screening programme
Although the natural history of chlamydia is incompletely understood, screening for chlamydia has been initiated and the place for screening has recently been reviewed by Low and Egger. 9 There is also evidence from studies and programmes in North America and Sweden and theoretical modelling which has shown that targeted screening of atrisk populations is cost effective and can reduce morbidity. [10] [11] [12] [13] [14] In England, screening was mentioned in the 1998 Chief Medical Officer's Expert Advisory Committee's report on Chlamydia trachomatis, which subsequently led to a variety of different projects. 15 The Department of Health (DH) set up a 1-year pilot screening programme in Portsmouth and Wirral which confirmed the high prevalence of chlamydia outside GUM clinics, and the feasibility and acceptability of opportunistic screening using a urine test in a variety of health care settings. 16 The National Survey of Sexual Attitudes and Lifestyles (NATSAL 2000) examined the behavioural factors associated with the infection and has provided the data used to estimate the size of the target population in each of the National Chlamydia Screening Programme (NCSP) areas. 3, 17 A study from Avon and the West Midlands undertook screening using postal specimens. 18 In 2002 the DH also funded a study to examine risk factors associated with incidence and re-infection among screened individuals.
The start of the English NCSP was mentioned in the National Strategy for HIV and Sexual Health in July 2001 and in its Implementation Plan the following year. 19 As a consequence, a multidisciplinary National Chlamydia Screening Steering Group (NCSSG) was formed in September 2002. The NCSP was to be introduced in phases, with the first 10 screening sites comprising Phase 1 identified in 2003. These sites had over 300 screening venues and a target population of 250 000. Phase 2, with a further 16 sites, was introduced in January 2004, leading to a 25% coverage of all Primary Care Trusts (PCTs) in England with the plan to implement full coverage by 2008 ( Table 1 ). The programmes received DH pump priming money for Year 1 and further funding for Years 2 and 3, after which all local programme costs are met by the PCTs. The subsequent publication of the DH's Public Health White Paper, 'Choosing Health', has stated that the programme will be accelerated with full coverage of the whole of England by 2007. 20 Expressions of interest for Phase 3 are due to be published in early 2005. Also, late in 2004, the DH provided £8 million to all Strategic Health Authorities to ensure that all chlamydia testing could be undertaken using the more sensitive nucleic acid amplification tests (NAATs) rather than the older enzyme immunoassay tests. Non-invasive specimens (i.e. urine and low vaginal swabs) can be tested with NAATs. 21 The aim of the NCSP is to offer screening to men and women under the age of 25 years who have ever been sexually active, using non-invasive specimens in a variety of heath and non-health care settings. Under 16-year-olds are included if deemed to be 'Fraser competent'. 22 Treatment of those testing positive, together with partner 23 The programme is unique in using a bespoke request form that is partially self-completed by the person being screened and for including two sexual behavioural questions for the first time in any screening programme. It should be noted that the information booklet and the use of these questions in the screening programme was approved by the Patient Information Advisory Group.
Screening programme results
Data from the first year of the programme have now been published. 3 Over 16 000 tests were performed outside GUM with 10% of screening undertaken in general practice and a further 10% in non-health care settings. The positivity was 10.1% in females and 13.3% in males and confirmed previous studies with the highest positivity being in 16-19-year-old women and 20-24-year-old men. The paper also confirmed the other risk factors for chlamydia, notably non-white ethnicity and a change in sexual partner (having had a new sex partner in the last 3 months or two or more sex partners in the last 12 months).
The results of the patient management and partner followup, published in the NCSP's first Annual Report, showed a 98% treatment rate, that 90% of all partners were contacted by the patient themselves rather than a health advisor, and that 50% of patients testing positive and their partners were treated outside GUM either at the screening office or back at the original place of testing. 24 Other studies have shown it is feasible to treat clients who test positive and undertake partner management outside GUM. 18, 25, 26 This is an important finding as it shows that patients appreciate having a choice of treatment venue and should also help allay fears that this programme will overwhelm already busy GUM services. Frequency of screening is, as yet, unclear. The pilot 2 was unable to address this issue but recommended an annual test with repeat screening following partner change, a policy that is included in the NCSP. The behavioural data from the first year of the NCSP is suggesting that some specific groups may need more frequent screening. 3 The DH study on incidence and re-infection will add to this debate when published later this year.
Future directions
For prevalence within England to be reduced, there are key issues to be addressed: coverage targets must include all chlamydia tests, i.e. not only the under-25-year-old screening group but also diagnostic testing within GUM, and pre-instrumentation screening for termination of pregnancy and insertion of intrauterine devices, within this same age group; there must be high-volume screening within a site that is maintained over time; men must be 'targeted' as well as women; and a variety of different testing sites and modalities needs to be provided.
Screening within general practice proved very effective during the pilot, when there was a payment per test; but reassuringly in the first year of the NCSP, 10% of tests came from general practice with no payment. Barriers to screening within general practice are addressed in the NCSP core documents and include the use of a central screening office which co-ordinates the management of the person once a test has been taken, thereby reducing the workload on the test sites. 23 A study of chlamydia testing in general practices in the Avon area found that 'high' testing sites had greater chlamydial awareness and a greater interest in sexual health. The authors suggested that knowledge, skills and attitudes would need to be addressed if all practices were to screen effectively. 27 The introduction of the new general practitioner (GP) contract is affecting local practice and currently a template for a 'locally enhanced service' for chlamydia is being considered. A national survey of attendances at general practice surgeries in 1998 showed that 69% of men and 90% of women under 25 years of age saw their GP in the previous 12 months and that 28% of men and 53% of women had visited the practice nurse. 28 This confirms that this venue is likely to be very important in achieving coverage.
Pharmacies, which have become an important adjunct in the provision of emergency contraception, may play a role, and several schemes are just starting to evaluate the place of high-street pharmacies in offering chlamydia screening and treatment. 29 The NCSP has shown that over 10% of screening took place in non-health care settings (i.e. 'pee in a pot' days held in military bases, colleges and youth settings) and it is therefore important that these initiatives continue. The place of NHS Walk-in Centres has not yet been addressed, but several of the NCSP areas have them and an evaluation of these venues is expected in the near future. Postal kits may be a more acceptable option for certain groups, including men. 30, 31 Is there a role for a more formal 'recall' as with cervical smears? As the cervical cancer screening programme is increasing the age of the first smear from 20 to 25 years, could the first letter still be sent and invite the woman for a chlamydia screen rather than a cervical smear? The Wirral programme has decided to examine this possibility.
Whatever approach is taken, it is vital that chlamydia screening becomes a part of everyday life. So, for the under-25-year-old, having a test at least every year or on partner change will need to become a routine. As regards health care professionals, they will need to be trained to use any and every opportunity to offer a screen, not just at a sexual health consultation. Only in this way will adequate coverage be achieved and the prevalence of chlamydia reduced. For men who want the convenience of counselling, assessment and procedure on one day we offer a same day service. Our "non scalpel vasectomy technique" takes just a few minutes with no stitches and we provide all post operative aftercare and semen testing.
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